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 Abstract 
Objectives 
The aim of the present study was to investigate prognostic factors for long term outcome of renal 
cell cancer (RCC) in a cohort of patients treated before new antiangiogenic therapy modalities 
were introduced. Our specific aim was to explore resistin and interleukin-6 (IL-6) levels in order to 
find out cytokines potential to predict recurrence and survival in patients with RCC. 
Materials and methods 
Our prospective study population consisted of 91 patients who underwent radical nephrectomy or 
partial resection for RCC at Tampere University Hospital between 1994 and 2001. At the time of 
surgery, 25 patients were diagnosed to have an advanced and 66 patients a local tumour; 34 
patients in the latter group developed a recurrence during the follow up of 15 years. Serum 
samples were collected preoperatively and at 3, 9 and 15 months and at 2, 3, 4 and 5 years 
postoperatively. IL-6 and resistin levels in serum were measured by immunoassay.  
Results 
Preoperative values of IL-6 (p=0.006) and resistin (p<0.001) were higher in patients with advanced 
RCC, when compared to patients with local tumours. Patients with local RCC who developed a 
recurrence during the follow-up period had higher preoperative IL-6 values (p=0.003) than 
patients without a recurrence. Based on trajectory analysis of IL-6 and resistin levels, the patients 
were divided into three trajectory groups, respectively. According to multivariate analysis, the 
patients in the trajectory class of the increasing resistin values during the follow-up had a 
statistically significantly higher risk for RCC progression (HR: 3.73, 95% CI: 1.52-9.13) and for poor 
survival (HR: 4.93, 95% CI: 1.79-13.6) than the patients in the lowest trajectory class. Also, the 
patients in the trajectory class of the highest IL-6 values showed a significantly elevated risk for 
RCC progression (HR: 7.03, 95% CI: 3.00-16.5) and for RCC-related poor survival (HR: 6.09, 95% CI: 
2.53-14.7), when compared to the patients in the trajectory class of the lowest IL-6 values.  
Conclusion 
In RCC patients, the elevated preoperative resistin levels associated strongly with an advanced 
disease. Based on Cox regression models and trajectory analysis, resistin values were associated 
with disease progression and a poor survival.  
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Introduction 
 
Renal cell cancer (RCC) has a marked challenge among urological malignancies having the highest 
mortality, up to 50% in a long-term follow-up. Its clinical behaviour is very variable and it can 
recurrence in an unpredictable manner even after several years since the primary treatment [1,2]. 
Clinical stage and histological grade continue to be the most powerful independent prognostic 
factors, even though newer candidates for prognostic and predictive factors have been vigorously 
investigated [1,2]. Markers for cell proliferation, apoptosis, invasion and angiogenesis have shown 
prognostic value in earlier studies [3-6]. 
 
Immunological regulation has a major role in the behaviour of RCC and immunotherapy was the 
main treatment strategy in a metastatic RCC before newer treatment modalities like antiangiogenic 
agents and mTOR-inhibitors became available [7]. High IL-6 levels have been associated with poor 
prognosis in RCC [8]. In addition, today new type of immunomodulation with PD-3 (ipilimumab) and 
PD-l monoclonal antibodies via immunoregulatory cells seems to be a new promising treatment 
modality for the metastatic RCC [9,10]. 
 
Obesity has consistently been associated with elevated risk of RCC, but the mechanisms through 
which obesity acts to increase RCC risk remain unclear [11]. Adipose tissue has several endocrine 
functions. Its hormones are collectively called as adipokines or adipocytokines. These proteins have 
an effect on a wide variety of complex, often proneoplastic processes such as inflammation, insulin 
resistance, cell growth, proliferation, and vascular and blood pressure regulation [12]. Some of these 
adipokines have demonstrated promising results as predictors of risk and/or progression in obesity-
related cancers: breast cancer [13], colorectal cancer [14], endometrial cancer [15], and prostate 
cancer [16]. In renal cell cancer it has been shown that low adiponectin levels are associated with 
an elevated risk [17] and high adiponectin levels with a reduced risk of RCC [18]. Resistin is an 
adipocytokine shown to have a role in many inflammatory conditions associated with oxidative / 
nitrosative stress. Resistin is produced primarily by macrophages and it activates TLR4 and 
inflammatory signalling cascades in various cell types including tumour cells. Resistin has been 
shown to activate tumour cell proliferation and migration in vitro and it may promote cancer 
dissemination through increasing the expression of matrix metalloproteases, adhesion molecules 
and pro-angiogenic factors. [19] However, its impact in RCC has not been investigated.  
 
In the present study, we aimed to explore RCC patients both pre- and postoperatively in order to 
find out cytokines potential to predict recurrence and survival. Our main interest was focused on 
one of the adipocytokines, namely resistin because of its potential role in tumour progression. 
  
Material and methods 
 
Our prospective study population consisted of 91 patients who underwent radical nephrectomy or 
partial resection for RCC at Tampere University Hospital between 1994 and 2001. Patients with 
other malignant diseases or chronic inflammatory diseases were excluded. Three groups of 
patients were identified: patients with local tumours without recurrence during the follow-up 
(n=32), patients with local tumours with recurrence during the follow-up (n=34) and patients with 
advanced tumours at the time of diagnosis (n=25). Serum samples were collected preoperatively 
and at 3, 9 and 15 months and at 2, 3, 4 and 5 years postoperatively and stored at -70 ⁰C until 
analysed. Clinical follow-up and data collection were performed at our university clinic up to 5 
years, after which the follow-up was done by general practitioners at patient’s home town. 
Individual survival status, date of death, and clinical diagnoses were collected from the patient’s 
records up to 15 years. 
Clinical stage was assigned using the 1997 TNM classification of malignant tumours. Because of 
the restricted number of patients in the study, TNM-classes were divided into two groups for the 
statistical analysis: local (T1-T3N0M0) and advanced (T4 and/or N1-2 and/or M1). Histology of 
tumours was classified according to the Heidelberg classification and graded according to the 
WHO classification. Eighty out of 91 were clear cell tumours, six papillary, three chromophobe and 
two collecting duct carcinomas. Progression of the disease was considered to happen when 
tumour mass was recognized in the follow-up imaging studies after surgery (local tumours) or 
when existing tumour masses were enlarging and/or developing new focus (advanced tumours) 
[20]. 
IL-6 and resistin concentrations were determined by enzyme-linked immunoassay by using the 
reagents from eBioscience Inc. (San Diego, CA, USA) and R&D Systems Europe Ltd (Abingdon, 
U.K.), respectively. The detection limit and inter-assay coefficient of variation were 0.2 pg/ml and 
4.2% for IL-6 and 15.6 pg/ml and 3.4% for resistin. 
 
Ethics 
The research plan was approved by the Ethical Committee of Tampere University Hospital (code 
R94144) and an informed consent was obtained from every patient. 
 
Statistics 
 
Resistin and IL-6 values were clustered by trajectory analysis originally presented by Nagin 2005 
[21]. Trajectory groups are clusters of individuals following similar trajectories on an outcome over 
time [22]. The trajectories were created according to all measurements of resistin or IL-6 in each 
 patient as a continuous outcome measure. Resistin and IL-6 were modelled separately. The 
trajectories are presented in Fig. 1. The analyses undertaken were latent class mixture models of 
quadratic trajectories including a random intercept and concomitant variables. Models were fitted 
by using flexmix package [23] of the statistical program R, version 2.13.0, from the R Foundation 
for Statistical Computing [24]. Relative goodness of fit was assessed using Bayesian information 
Criteria (BIC).  
 
Differences (p) between groups were tested by Mann-Whitney test, Pearson chi-square test or 
Fisher’s exact test. Association of explanatory factors (age, gender, tumour stage, histological 
grade of the tumour, tumour diameter, resistin trajectories and IL-6 trajectories) with progression 
and survival were examined by univariate (survival as age-adjusted) and multivariate Cox 
regression proportionally hazards models (Table 2). The analyses were performed by IBM SPSS 
Statistics for Windows, Version 20.0. Armonk, NY: IBM Corp. Released 2011.  P-values <0.05 were 
considered statistically significant. 
 
Results 
The preoperative patient characteristics: The median (Md) age of the patients at the time of 
operation was 65 years (interquartile range(IQR) 55-73, range 33-85) and the median tumour 
diameter was 7cm (range 2.3-25cm). As expected, there was a clear difference in survival between 
patients with a local or an advanced disease, Md 9.2 years (IQR 4.5-13.7; range 0.9-17.9) and Md 
1.1 years (IQR 0.54-2.68; range 0-15.7), respectively (p<0.001).  
Interleukin-6: Preoperative values of IL-6 were higher in patients with an advanced RCC than in 
patients with a local tumour, Md 6.5 (IQR 2.8-18.6; range 0.5-39.5) pg/ml and Md 2.2 (IQR 1.1-6.1; 
range 0.5-36.9) pg/ml, respectively (p=0.006, Mann-Whitney U-test). In addition, the patients with 
a local tumour who developed a recurrence during the follow-up period had higher preoperative 
IL-6 values than patients without a recurrence, Md 4.9 (IQR 1.5-7.7; range 0.5-36.9) pg/ml and Md 
1.4 (IQR 0.9-2.8; range 0.6-29.0) pg/ml, respectively (p=0.003) (Table 1).  
Trajectory analysis divided the patients into three groups based on the level of IL-6 values (Fig. 
1A). According to the multivariate analysis, the patients in the trajectories 2 (p=0.004) and 3 
(p<0.001) had poorer survival than patients in the trajectory 1 (i.e. patients with the lowest IL-6 
values) (Fig. 2 and Table 2).   
Resistin: Preoperative values of resistin were significantly higher in patients with an advanced RCC 
than in patients with a local tumour, Md 21.7 (IQR 17.9-27.5; range 9.7-80.9) ng/ml and Md 14.8 
(IQR 11.3-18.6; range 7.0-34.9) ng/ml, respectively (p<0.001, Mann-Whitney U-test). In contrast to 
IL-6, the preoperative resistin values did not differ between local RCC patients with or without 
recurrence, Md 14.7 (IQR 11.3-17.6; range 8.7-34.9) ng/ml and Md 15.0 (IQR 11.3-18.9; range 7.0-
31.1) ng/ml, respectively (p=0.647) (Table 1). 
Based on trajectory analysis of resistin values over time the patients were divided into three 
groups (Fig. 1B). According to the multivariate analysis, the patients in the resistin trajectories 2 
(0.047) and 3 (p=0.002) had poorer survival than patients in the trajectory 1 (Fig.3 and Table 2).   
 Progression: Table 2 shows univariate and multivariate analysis of risk factors for RCC progression.  
In multivariate analysis, an advanced disease (HR: 6.32, 95% CI: 2.90-13.8), a high histological 
grade (2.30, 1.28-4.12), a high tumour diameter (3.58, 1.90-6.74), a higher IL-6 trajectory class 
(class 2: 3.02, 1.47-6.21; class 3: 7.03, 3.00-16.5) and resistin trajectory class 3, (3.73, 1.52-9.13) 
were statistically significant prognostic factors for disease progression. 
Survival: Risk factors, based on univariate and multivariate analysis, for RCC-specific survival are 
shown in Table 2. In the multivariate analysis, an advanced disease (HR: 10.7, 95% CI: 4.60-24.9), a 
high histological grade (2.79, 1.55-5.04), a high tumour diameter (3.64, 1.86-7.12), IL-6 trajectory 
class 2 (3.10, 1.44-6.66) and class 3 (6.09, 2.53-14.7), and resistin trajectory classes 2 and 3 (class 
2: 2.93, 1.01-8.45; class 3: 4.93, 1.79-13.6) were independent prognostic factors for poor survival.  
 
Discussion 
To the best of our knowledge, this is the first prospective study to evaluate resistin as a prognostic 
factor in a clinical population of RCC patients. The results showed that elevated preoperative 
resistin levels were strongly associated with an advanced disease. Furthermore, based on Cox 
regression models and trajectory analysis, resistin values were associated with disease progression 
and poor survival.  In addition, as reported also earlier [25], higher IL-6 levels showed a clear 
association with disseminating disease and poor survival. Interestingly, preoperative IL-6 levels 
were higher not only in the patients with advanced / metastatic disease but also in those patients 
who were originally diagnosed to have a local disease but developed a recurrence during the 
follow-up. 
Obesity has been associated with elevated risk of RCC. Findings in the large US cohort study by 
Adams et al. suggest complexity in the relation between weight history and renal cell cancer [11]. 
Especially adulthood (midlife) weight gain increased markedly RCC risk. Waist-to-hip ratio 
(abdominal adiposity) was associated with an elevated risk of RCC, especially in women. Factors 
associated with excessive body mass index (BMI) can damage the kidneys in different ways and at 
the same time possibly raise the risk for RCC or for RCC progression e.g. via oxidative stress [26], 
hypertension-induced injury to the renal tubules [27], renal atherosclerosis [28] and altered 
circulating concentrations of estrogen and other hormones [29]. 
Resistin is an adipocytokine which has been shown to have a role in several pathophysiological 
conditions. In arthritis elevated levels of resistin have been observed [30] and it has been 
suggested to play a role in the pathogenesis of osteoarthritis [31]. Circulating resistin levels have 
been shown to be upregulated in inflammatory bowel diseases [32], chronic kidney disease [33] 
and in asthma [34]. Resistin has been proposed as a biomarker for steroid-sensitive asthma [35] 
and as a predictive marker for the degree of ischemia-reperfusion injury during cardiac surgery 
[36].  
Resistin is expressed in adipocytes in rodents, whereas in humans it is primarily synthesized by 
macrophages [37, 38] and it is not readily associated with obesity and BMI [39]. Several tissues 
and cell types are responsive to resistin including adipose tissue, liver, muscle, vascular 
endothelium and leukocytes. The main biological effects of resistin are associated with insulin 
 resistance in mice, and enhancement of inflammation in humans [37, 38]. Resistin has been shown 
to mediate its pro-inflammatory properties e.g. through promoting the expression of TNF and IL-6 
in human mononuclear cells [40] and by inducing the expression of adhesion molecules in vascular 
endothelial cells [41].  
Specific receptors for resistin have not been identified, but it has been shown that resistin acts as 
an endogenous ligand of Toll-like receptor 4 (TLR4) [42]. TLR4 triggers major inflammatory 
pathways and is also activated by bacterial products such as lipopolysaccharides. Intracellular 
signalling cascades for resistin include NF-kB and PI3K-Akt pathways as well as mitogen-activated 
protein kinase cascades [37]. Elevated levels of resistin have been reported in patients with breast 
cancer [43], colorectal cancer [44] and in non-small cell lung cancer [45]. Resistin has been shown 
to activate tumour cell proliferation and migration in vitro and it has been suggested to promote 
cancer progression, invasion and metastasis through increasing the expression of matrix 
metalloproteases, adhesion molecules and pro-angiogenic factors [19,46-49]. The present study 
extends the previous knowledge of the pathophysiological roles of resistin by showing that 
elevated resistin levels in RCC patients are associated with an advanced / metastatic disease, and 
with disease progression and poor survival.  
Limitations of the present study include the limited number of patients in each group. For the first 
five years the follow-up was performed according to predefined schedule at the Tampere 
University Hospital, and after that the data is based on the registry collected from the patients’ 
visits to the general practitioners. Imaging techniques have developed since 1994 and nowadays 
recurrence and progression are likely to be observed earlier. 
In conclusion, the present study shows that resistin levels in RCC patients are associated with 
disseminated disease, tumour progression and poor survival. Our findings offer an interesting 
introduction to possible mechanisms of progression and metastasis of RCC. This is an intriguing 
topic for further research, which may result in clinical implications of resistin as a biomarker. 
Furthermore, the knowledge of the exact mechanism of action of resistin may also offer 
therapeutic possibilities in the future. 
 
Acknowledgements 
Ms Terhi Salonen and Salla Hietakangas are warmly acknowledged for excellent technical 
assistance. The study was financially supported by the Competitive State Research Financing of the 
Expert Responsibility area of Tampere University Hospital, and by Research Fund of E. K. 
Savolainen. 
 
  
 References 
1. Jonasch E, Gao J, Rathmell WK. Renal cell carcinoma. BMJ 2014; 349: 4797. 
2. Sunela KL, Kataja MJ, Lehtinen ET et al. Prognostic factors and long-term survival in renal cell cancer 
patients. Scand J Urol Nephrol 2009; 43: 454-60.  
3. Kallio JP, Hirvikoski P, Helin , et al. Renal cell carcinoma MIB-1, bax and bcl-2 expression and prognosis. J 
Urol 2004; 172: 2158-61.  
4. Minardi D, Santoni M, Lucarini G, et al. Tumor VEGF expression correlates with tumor stage and identifies 
prognostically different groups in patients with clear cell renal cell carcinoma. Urol Oncol 2014; 33(3): 
113e1-7. 
5. Virman J, Soini Y, Kujala P et al. Claudins as prognostic factors for renal cell cancer. Anticancer Res 2014; 
34: 4181-7. 
6. Virman J, Bono P, Luukkaala T, Sunela K, Kujala P, Kellokumpu-Lehtinen P-L. VEGFR3 and CD31 as 
prognostic factors in renal cell cancer. Anticancer Res 2015; 35:921-928. 
7. Maute L, Grunwald V, Weikert S et al. Therapy of mRCC beyond mTOR-inhibition in clinical practice: 
Results of a retrospective analysis. J Cancer Res Clin Oncol 2014; 140: 823-7.  
8. Blay JY, Negrier S, Combaret V et al. Serum level of interleukin 6 as a prognosis factor in metastatic renal 
cell carcinoma. Cancer Res 1992; 52: 3317-22.  
9. Yang JC, Hughes M, Kammula U et al. Ipilimumab (anti-CTLA4 antibody) causes regression of metastatic 
renal cell cancer associated with enteritis and hypophysitis. J Immunother 2007; 30: 825-30. 
10. Ji RR, Chasalow SD, Wang L et al. An immune-active tumor microenvironment favors clinical response to 
ipilimumab. Cancer Immunol Immunother 2012; 61: 1019-31. 
11. Adams KF, Leitzmann MF, Albanes D et al. Body size and renal cell cancer incidence in a large US cohort 
study. Am J Epidemiol 2008; 168: 268-77.  
12. Proenca AR, Sertie RA, Oliveira A et al. New concepts in white adipose tissue physiology. Braz J Med Biol 
Res 2014; 47: 192-205.  
13. Miyoshi Y, Funahashi T, Tanaka S et al. High expression of leptin receptor mRNA in breast cancer tissue 
predicts poor prognosis for patients with high, but not low, serum leptin levels. Int J Cancer 2006; 118: 
1414-9.  
14. Wei EK, Giovannucci E, Fuchs CS, Willett WC, Mantzoros CS. Low plasma adiponectin levels and risk of 
colorectal cancer in men: A prospective study. J Natl Cancer Inst 2005; 97: 1688-94.  
15. Dal Maso L, Augustin LS, Karalis A et al. Circulating adiponectin and endometrial cancer risk. J Clin 
Endocrinol Metab 2004; 89: 1160-3.  
16. Goktas S, Yilmaz MI, Caglar K, Sonmez A, Kilic S, Bedir S. Prostate cancer and adiponectin. Urology 2005; 
65: 1168-72.  
17. Pinthus JH, Kleinmann N, Tisdale B et al. Lower plasma adiponectin levels are associated with larger 
tumor size and metastasis in clear-cell carcinoma of the kidney. Eur Urol 2008; 54: 866-73.  
18. Liao LM, Weinstein SJ, Pollak M et al. Prediagnostic circulating adipokine concentrations and risk of 
renal cell carcinoma in male smokers. Carcinogenesis 2013; 34: 109-12.  
 19. Codoñer-Franch P, Alonso-Iglesias E. Resistin: Insulin resistance to malignancy. Clin Chim Acta 2015; 
438: 46-54. 
20. Miller AB, Hoogstraten B, Staquet M, Winkler A. Reporting results of cancer treatment. Cancer 1981; 47: 
207-14.  
21. Nagin DS. Group-Based Modeling of Development. Cambridge, Harvard University Press, 2005. 
22. Nagin DS, Odgers CL. Group-based trajectory modeling in clinical research. Annu Rev Clin Psychol 
2010;6:109-38. 
23. Leisch F. FlexMix: A general framework for finite mixture models and latent class regression in R. J Stat 
Soft 2004; 11(8) 
24. R Development Core Team. R: A language and environment for statistical computing. R Foundation for 
Statistical Computing, Vienna, Austria, 2008, ISBN 3-900051-07-0, URL http://www.R-project.org 
25. Dosquet C, Coudert MC, Lepage E, Cabane J, Richard F. Are angiogenic factors, cytokines, and soluble 
adhesion molecules prognostic factors in patients with renal cell carcinoma? Clin Cancer Res 1997; 3: 2451-
8.  
26. Dobrian AD, Davies MJ, Schriver SD, Lauterio TJ, Prewitt RL. Oxidative stress in a rat model of obesity-
induced hypertension. Hypertension 2001; 37: 554-60.  
27. Hall JE, Crook ED, Jones DW, Wofford MR, Dubbert PM. Mechanisms of obesity-associated 
cardiovascular and renal disease. Am J Med Sci 2002; 324: 127-37.  
28. Chade AR, Lerman A, Lerman LO. Kidney in early atherosclerosis. Hypertension 2005; 45: 1042-9.  
29. Calle EE, Kaaks R. Overweight, obesity and cancer: Epidemiological evidence and proposed mechanisms. 
Nat Rev Cancer 2004; 4: 579-91.  
30. Kontunen P, Vuolteenaho K, Nieminen R et al. Resistin is linked to inflammation, and leptin to metabolic 
syndrome, in women with inflammatory arthritis. Scand J Rheumatol 2011; 40: 256-62.  
31. Koskinen A, Vuolteenaho K, Moilanen T, Moilanen E. Resistin as a factor in osteoarthritis: synovial fluid 
resistin concentrations correlate positively with interleukin 6 and matrix metalloproteinases MMP-1 and 
MMP-3. Scand J Rheumatol 2014; 43: 249-53.  
32. Karmiris K, Koutroubakis IE, Xidakis C, Polychronaki M, Voudouri T, Kouroumalis EA. Circulating levels of 
leptin, adiponectin, resistin, and ghrelin in inflammatory bowel disease. Inflamm Bowel Dis 2006; 12: 100-5.  
33. Axelsson J, Bergsten A, Qureshi AR et al. Elevated resistin levels in chronic kidney disease are associated 
with decreased glomerular filtration rate and inflammation, but not with insulin resistance. Kidney Int 2006; 
69: 596-604.  
34. Larochelle J, Freiler J, Dice J, Hagan L. Plasma resistin levels in asthmatics as a marker of disease state. J 
Asthma 2007; 44: 509-13.  
35. Leivo-Korpela S, Lehtimaki L, Vuolteenaho K et al. Adipokine resistin predicts anti-inflammatory effect of 
glucocorticoids in asthma. J Inflamm (Lond) 2011; 8: 12.  
36. Laurikka A, Vuolteenaho K, Toikkanen V et al. Adipocytokine resistin correlates with oxidative stress and 
myocardial injury in patients undergoing cardiac surgery. Eur J Cardiothorac Surg 2014;46(4):729-36. 
 37. Filkova M, Haluzik M, Gay S, Senolt L. The role of resistin as a regulator of inflammation: Implications for 
various human pathologies. Clin Immunol 2009; 133: 157-70. 
38. Ouchi N, Parker JL, Lugus JJ, Walsh K. Adipokines in inflammation and metabolic disease. Nat Rev 
Immunol 2011; 11: 85-97.  
39. Lee JH, Chan JL, Yiannakouris N et al. Circulating resistin levels are not associated with obesity or insulin 
resistance in humans and are not regulated by fasting or leptin administration: Cross-sectional and 
interventional studies in normal, insulin-resistant, and diabetic sujects. J Clin Endocrinol Metab 2003; 88: 
4848-4856. 
40. Bokarewa M, Nagaev I, Dahlberg L, Smith U, Tarkowski A. Resistin, an adipokine with potent 
proinflammatory properties. J Immunol 2005; 174: 5789-95.  
41. Kawanami D, Maemura K, Takeda N et al. Direct reciprocal effects of resistin and adiponectin on 
vascular endothelial cells: a new insight into adipocytokine-endothelial cell interactions. Biochem Biophys 
Res Commun 2004; 314: 415-9.  
42. Tarkowski A, Bjersing J, Shestakov A, Bokarewa MI. Resistin competes with lipopolysaccharide for 
binding to toll-like receptor 4. J Cell Mol Med 2010; 14: 1419-31.  
43. Sun CA, Wu MH, Chu CH et al. Adipocytokine resistin and breast cancer risk. Breast Cancer Res Treat 
2010; 123: 869-76.  
44. Nakajima TE, Yamada Y, Hamano T et al. Adipocytokines as new promising markers of colorectal 
tumors: adiponectin for colorectal adenoma, and resistin and visfatin for colorectal cancer. Cancer Sci 2010; 
101: 1286-91.  
45. Karapanagiotou EM, Tsochatzis EA, Dilana KD, Tourkantonis I, Gratsias I, Syrigos KN. The significance of 
leptin, adiponectin, and resistin serum levels in non-small cell lung cancer (NSCLC). Lung Cancer 2008; 61: 
391-7.  
46. Kim HJ, Lee YS, Won EH et al. Expression of resistin in the prostate and its stimulatory effect on prostate 
cancer cell proliferation. BJU Int 2011; 108: E77-83.  
47. Tsai CH, Tsai HC, Huang HN et al. Resistin promotes tumor metastasis by down-regulation of miR-519d 
through the AMPK/p38 signaling pathway in human chondrosarcoma cells. Oncotarget 2015; 6: 258-70. 
48. Yang CC, Chang SF, Chao JK et al. Activation of AMP-activated protein kinase attenuates hepatocellular 
carcinoma cell adhesion stimulated by adipokine resistin. BMC Cancer 2014; 14: 112.  
49. Deshmukh SK, Srivastava SK, Bhardwaj A et al. Resistin and interleukin-6 exhibit racially-disparate 
expression in breast cancer patients, display molecular association and promote growth and aggressiveness 
of tumor cells through STAT3 activation. Oncotarget 2015; 13: 11231-41.  
  
 Table legend: 
 
Table 1a 
Preoperative serum values of IL-6 and resistin in renal cell carcinoma (RCC) patients, advanced vs. 
local RCC 
 
Table 1b 
Preoperative serum values of IL-6 and resistin in local RCC, patients with recurrence vs. without 
recurrence 
  
  
 
Table 1a. Preoperative serum values of IL-6 and resistin in renal cell carcinoma (RCC) patients, 
advanced vs. local RCC 
 Advanced Local p 
 (n=20) (n=62)  
 Median (IQR; Range) Median (IQR; Range)  
    
IL-6 (pg/ml) 6.5 (2.8-18.6; 0.5-39.5) 2.2 (1.1-6.1; 0.5-36.9) 0.006 
    
Resistin (ng/ml) 21.7 (17.9-27.5; 9.7-80.9) 14.8 (11.3-18.6; 7.0-34.9) <0.001 
    
Differences (p) between groups were tested by Independent Samples Mann-Whitney U test; IQR= interquartile range 
(25%-75%) 
 
 
Table 1b. Preoperative serum values of IL-6 and resistin in local RCC, patients with recurrence vs. 
without recurrence 
 Local – no recurrence Local – with recurrence p 
 (n=31) (n=31)  
 Median (IQR; Range) Median (IQR; Range)  
    
IL-6 (pg/ml) 1.4 (0.9-2.8; 0.6-29.0) 4.9 (1.5-7.7; 0.5-36.9) 0.003 
    
Resistin (ng/ml) 14.7 (11.3-17.6; 8.7-34.9) 15.0 (11.3-18.9; 7.0-31.1) 0.647 
    
Differences (p) between groups were tested by Independent Samples Mann-Whitney U test; IQR= interquartile range 
(25%-75%) 
 
 
  
 Table legend: 
 
Table 2 
Risk factors for RCC progression and 15 years’ survival 
 
 Table 2. Risk factors for RCC progression and 15 years’ survival 
 
   Progression  Survival  
   Age-adjusted univariate Multivariate   Age-adjusted univariate Multivariate 
 N  HR (95% CI)       p HR (95% CI) p    HR (95% CI) p HR (95% CI) p 
                  
Age 91  1.01 (0.99-1.04) 0.395 1.01 (0.97-1.04) 0.599    1.02 (0.99-1.05) 0.184 1.04 (1.00-1.08) 0.039 
Gender     0.734   0.135         0.037 
Male 62  1.11 (0.62-1.97)  1.73 (0.84-3.55)     1.15 (0.62-2.13) 0.646 2.31 (1.05-5.07)  
Female 29  1.00         1.00   1.00   
Stage     <0.01   <0.001         <0.001 
Local 68  1.00   1.00      1.00   1.00   
Advanced 23  6.61 (3.75-11.6)  6.32 (2.90-13.8)     7.58 (4.22-13.6) <0.001 10.7 (4.60-24.9)  
Grade     0.005   0.005         0.001 
1-2 58  1.00   1.00      1.00   1.00   
3 33  2.14 (1.26-3.61)  2.30 (1.28-4.12)     2.11 (1.22-3.66) 0.008 2.79 (1.55-5.04)  
Diameter     <0.001   <0.001         <0.001 
0-7 51  1.00   1.00      1.00   1.00   
>7 40  2.71 (1.59-4.60)  3.58 (1.90-6.74)     2.34 (1.36-4.02) 0.002 3.64 (1.86-7.12)  
Resistin 
trajectories 
    0.106   0.011      0.174   0.007 
1 14  1.00   1.00      1.00   1.00   
2 37  0.76 (0.33-1.73) 0.513 2.31 (0.85-6.26) 0.101    0.78 (0.33-1.84) 0.575 2.93 (1.01-8.45) 0.047 
3 40  1.41 (0.65-3.05) 0.383 3.73 (1.52-9.13) 0.004    1.38 (0.61-3.13) 0.435 4.93 (1.79-13.6) 0.002 
IL6 
trajectories 
    <0.001   <0.001      <0.001   <0.001 
1 39  1.00   1.00      1.00   1.00   
2 37  3.08 (1.56-6.07) 0.001 3.02 (1.47-6.21) 0.003    2.95 (1.44-6.05) 0.003 3.10 (1.44-6.66) 0.004 
3 15  7.68 (3.68-16.0) <0.001 7.03 (3.00-16.5) <0.001    7.60 (3.54-16.3) <0.001 6.09 (2.53-14.7) <0.001 
                  
Analyses were performed using Cox regression models, showing results by hazard ratios (HR) with 95% confidence intervals (CI). 
 
 Figure legend: 
 
 
Figure 1 
A IL-6 trajectory analysis groups of renal cell carcinoma patients 
B Resistin trajectory analysis groups of renal cell carcinoma patients 
Distributions of IL-6 and resistin are shown by medians (black line), interquartile ranges (box) and 
ranges (line bar) in patients with renal cell carcinoma. Outlier and extreme cases are expressed as 
dots or asterisks.  
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 Figure legend: 
 
 
Figure 2 
Survival curves from Cox hazard regression multivariate models for renal cell carcinoma patients in 
different IL-6 trajectory analysis groups  
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 Figure legend: 
 
Figure 3 
Survival curves from Cox hazard regression multivariate models for renal cell carcinoma patients in 
different resistin trajectory analysis groups  
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